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V 000 INITIAL COMMENTS V 000

 This visit was an ESRD federal complaint 

investigation survey.  

Complaint # IN00118152 - Unsubstantiated: Lack 

of sufficient evidence.

Survey date:  November 26 and 27, 2012

Facility #:  011217

Medicaid Vendor:  #200834980

Surveyor:  Susan E. Sparks, RN, PH Nurse 

Surveyor

 Duneland Dialysis - Coffee Creek is in 

compliance with the Condition for Coverage 42 

CFR Part 494.30 Infection Control, 494.60 

Physical Environment, 494.70 Patient's Rights, 

and 494.140 Personnel Qualifications as was 

related to this complaint.

Quality Review: Joyce Elder, MSN, BSN, RN

November 28, 2012
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